Introduction

"Hospital infections know no boundaries, whereas boundaries play a major role in the functioning of a hospital ward" (From interview with hygiene coordinator)
In the Danish hospital world the 'burning platform' is that appr. 10% of hospitalized patients get hospital infections they did not have in the first place (Braut and Holt, 2011) . In order to reduce risk, the Danish Quality Assessment Programme (http://www.hpm.org/dk/a14/1.pdf) introduced the function of the hygiene coordinator which is predominantly performed by a nurse. The hygiene coordinator serves as a practical link between the central infection control organization and the ward, and as a local change agent with the task of supporting existing procedures and communicating and facilitating new procedures of hygiene in the ward. In order to reduce infection risk, the hygiene coordinator has become the key 'change agent' at ward level.
This article reports on an empirical research project undertaken in a major Danish hospital in 2012-2013 in collaboration with Associate Professor Helle Petersen, Roskilde University (for preliminary results, see Kjaerbeck and Petersen, 2015) . It focuses on communication about hygiene in a hospital ward, and especially on the strategic communication and positioning of the hygiene coordinator. The job of the hygiene coordinator is difficult, the main challenge being how to persuade local management and different professional groups in the ward, e.g. doctors, nurses, and assistants, to accept and adopt new and often cumbersome and time-consuming procedures. The undertaking of this task implies role conflicts and relational dilemmas and requires strategic management of positions and relations. The relational dilemmas appear in the form of problems of authority which derive, to some extent, from the fact that the function as change agent is performed by an employee, and not by a front-line or middle manager, as is usually the case in healthcare (Hewison, 2002, in Kelliher and Parry, 2015) and other organizations (Floyd and Wooldridge, 1997; Balogun, 2003) . At the same time, having an employee as the central change agent has clear advantages, such as securing the detailed knowledge of the procedures 'on the ground' and cultural and linguistic competences when it comes to strategic communication with fellow nurses and aids.
Method and study design
The purpose of this study is 1. To give insight into the challenges faced by the hygiene coordinator as a central change agent in the relevant organizational context, and 2. To point to strategies for improving communication on hygiene and ultimately the level of hygiene in the ward.
The study was undertaken in two hospital wards. One of them is under scrutiny on this occasion, and will function as a case study. This ward had recently experienced a breakout of the resistant bacteria Clostridium difficile which had spread between patients at the ward, although hospitalized in different rooms and unable to leave the rooms. Infections with Clostridium difficile present serious conditions for hospitalized people with poor immune systems.
When such breakouts of resistant types of bacteria occur, microbiologists and hygiene nurses from the infection control organization start a detailed investigation of the involved department and their hygiene and cleaning procedures. Following written and oral audits with descriptions of the place and recommendations as to how to avoid breakouts in the future, new cleaning procedures were introduced. This is where the hygiene coordinator comes into operation. Her most important task is to take care of the implementation of these recommendations at the ward -a task which needs to be developed into practical measures. In this process, the hygiene coordinator often consults the hygiene nurses as well as the chief nurse and possibly other coordinators. Ultimately, the change needs approval by the department management (chief nurse and chief physician) before it is communicated to the relevant staff at the department.
An explorative, qualitative approach was adopted in order to find out what kind of communicative challenges were at stake and grasp the complexity of the hygiene coordinator's function as a practical link between the infection control organization and the department, and between the department management and the staff.
The data consists of recorded departmental meetings where the hygiene nurses presented their audits and where the hygiene coordinator presented the involved change of cleaning procedures to staff as well as semi-structured interviews with local management, hygiene nurses from the infection control organization, hygiene coordinators, and aids. Furthermore, written information material elaborated by the hygiene coordinator was analyzed, and participant observation was undertaken in the hospital rooms and in a course for new hygiene coordinators. The empirical part of the study was collected in a major Danish hospital during a period of appr. six months.
This article presents excerpts from interviews with a hygiene coordinator, the chief physician, the chief nurse, and one of the hygiene nurses. Furthermore, we look into the communicative strategies used by the hygiene coordinator at a 'difficult' meeting where she had to 'sell' the new and cumbersome cleaning procedures to the staff. The meeting data offers a window into practical enactment of hygiene communication, whereas the interviews provide informants' interpreted accounts. In both data types, situational factors such as the presence and actions of the researcher as well as e.g. previous communication of research interests must be considered influential to the participant's/interviewee's contribution (Kvale, 2008; Holstein, 1995 and 2002; Hazel, 2015; Lucius-Hoehne and Deppermann, 2000; Kjaerbeck, 2014) . The transcribed data was analyzed from a content-oriented approach in order to answer the research questions, but with a view to the local context and communicative situation in which relevant statements were expressed.
Change communication and organizational issues
In order to determine the changes in focus, it is relevant to consider the descriptive categories of first-order and second-order changes. While first-order changes are considered necessary changes 'in order not to change' such as changes in work practices, second-order changes refer to radical structural changes of the organization (Zorn et al., 1999:11; Lewis, 2011) . In our case, the practical changes regarding cleaning procedures, procedures for hand hygiene, and use of equipment can obviously be conceived of as first-order changes, whereas changes in the area of infection control like the introduction of the hygiene coordinator function in all hospital departments are quite significant to the organization, thus more like a second-order change. The changes, seemingly, fall between the categories; they are consequential to the organization and enactment of the staff's daily work practices, although they are not dramatic or threatening the existence of the organization in any way. Many researchers consider change a basic feature of organizing (Weick and Quinn, 1999; Lewis, 2011; Tsoukas and Chia, 2002; Fenton and Langley, 2011) . However, organizational change and change processes can be more or less planned (Lewis, 2011) . In this case, the Danish Quality Assessment Programme paved the way for changes in the hygiene area, and the subsequent practical processes may be conceived of as strategic, purposeful changes.
The 'burning platform' (Kotter, 1995) with regard to hygiene is primarily caused by the hospital's external environment, i.e. the use of antibiotics in the pork production which has led to the development and spread of resistant bacteria (Kolmos, 2012; Dahllöf, 2014) . Due to this situation, antibiotics have reduced or, in some cases, no effect, and therefore improvement of hygiene is increasingly a matter of life or death.
The process of change in organizations often follow the stages of diffusion theory, namely innovation, diffusion and adoption, and discontinuance (Rogers, 1983; Lewis, 2011) , which can be used as a framework for analysis. Procedural changes in relation to hygiene can be conceived of as innovation, and it is the coordinator's task to communicate the new procedures and 'sell' these ideas and practices to involved staff and lay the ground for their adoption (see also Dutton et al., 2002 on the notion of 'issue selling').
The hygiene coordinator is an important change agent in the ward, but as implied in the title 'coordinator' she does not have management responsibility -she is authorized by the department management, certain tasks are so to speak delegated to her ad hoc, but the responsibility stays with the department management. This in-between status seemingly conflicts with the organizational context. Hospitals usually have a vertical organizational structure with many layers of management, and with most of the organization's staff working in very specific, narrow roles with low authority. The structure is designed to ensure that tasks are being done exactly and correctly (Feigenbaum, http://smallbusiness.chron.com/organizational-structure-hospitals-3811.html). This centralized design limits integration across functions and the ability to develop innovative, creative quality improvement processes and solutions at the level of the service line (Glickman et al., 2007) .
In this vertical organizational structure, personnel are organized in three major professional divisions: the medical division, the nursing division, and other health professionals (Sultz and Young, 2010) . The physicians constitute a powerful resource in hospitals, and they have a decisive influence on many change efforts. The hierarchy and existent patterns of influence are in many respects challenged by problems with hygiene which obviously go across professional groups and tasks. And the hygiene coordinator is faced with problems due to the necessity of working across professional groups and tasks.
Change communication is focused on the strategic endeavor of influencing staff's or other recipients' knowledge, attitudes and behavior, and researchers have emphasized dialogue as a means to obtain the necessary understanding and support of the change (Rogers, 1971; Anderson et al., 2004; Petersen, 2000; Gergen et al., 2004; Larkin and Larkin, 1994) . As early as 1971 Rogers wrote: "if A's objective is to persuade B to form a favorable attitude toward the innovation, an interpersonal channel is more effective" (Rogers, 1971:24) . The dialogue aspect is seemingly another reason for appointing a nurse hygiene coordinator -since she is placed in the ward, she is able to conduct dialogue on a daily basis and has the necessary local knowledge to be able to 'translate' suggested changes into practical procedures in the ward.
Zorn et al. pose the rhetorical question: 'Who can be against dialogue? Or quality? Yet on the specific meanings of these terms as applied to work processes, products, and services, we may have lots of different ideas ' (1999:10) . These researchers present a more critical perspective to organizational change and change communication: Change becomes the overarching value under which are placed more specific programs focused on costumer service, organizational excellence/quality, and teamwork' (Zorn et al., 2000:518) . This development also applies to the public sector in Western countries. Many of the key challenges and pressures in the public sector reflect the situation in the private sector, i.e. the need to do more with fewer resources, the need for increased flexibility, increased controls and work intensification (Omari and Paul, 2015; Kelliher and Parry, 2015) . These New Public Management-driven changes are felt to be stressful, especially by managers concerned with implementation (Kelliher and Parry, 2015; Hildebrandt, 2014) . Hildebrandt (2014) calls for a showdown with the so-called 'documentation tyranny' caused by the NPM paradigm and the ideas of control, documentation, and centralization which cause stress and reduced quality (see also Hildebrandt and Brandi, 2010) .
The Danish health sector is highly influenced by change management and the NPM paradigm, and the data reveals this condition. Especially the department management experiences the pressure of the focus on efficiency and measurement, evaluation, and bureaucracy. And in the initiative of the Danish Quality Model, improvement of hygiene is linked to the overall goal of 'quality', which paved the way for introducing the function of the hygiene coordinator.
Positioning theory
In the hospital world, professional hierarchies play a major role, and therefore it is necessary to take positioning issues into consideration when dealing with communicative challenges. The data shows that staff, in their daily work life, orient very much to the rights and duties attached to professional functions and positions in the hierarchy. Communication about hygiene and the practical implementation of hygiene procedures take place in this context. As a consequence, the relational side of practical communication comes to the forefront in this study, and positioning theory (Harré and Van Langenhove, 1999; Harré, 2012; James, 2010 and is employed in order to shed light upon the relevant positions and their strategic use.
Positioning theory and analysis focus on how relations and identities (the so-called positions) and their attached rights and duties set the basic framework for practical communication, how positions are invoked and negotiated through language use (Davies and Harré, 1990; Harré and Van Langenhove, 1999; Moghaddam and Harré, 2003; Bamberg, 2008; Deppermann, 2014; Day and Kjaerbeck, 2014) , and how positioning is framed through enactment and storyline strategies (James, 2014) . Storyline refers to conventions and formats such as narratives with plot and characters, or a representation of a narrative (Harré, 2012) .
Positioning theory distinguishes itself from a more role-based approach which is accused of being static and deterministic (Harré and Van Langenhove, 1999; Harré, 2012; Henriksen, 2008) . A position is defined as 'a cluster of beliefs with respect to the rights and duties of the members of a group of people to act in certain ways' (Harré, 2012) and is seen as a more dynamic concept. However, the concepts of 'role' and 'long-term positions' come close to each other, as stated by Harré (2012:194) . Harré and Van Langenhove (1999) have proposed a model, the so-called 'positioning triangle', which expresses the core thinking of positioning theory and is conceived of as an analytic framework. At the three vertices of the model, we find the constituents Position, Storyline and Enactment. The three constituents of the model are considered mutually dependent. If one of them changes, all three change (Harré, 2012) . James (2010 and has contributed to the development of the original positioning theory framework by e.g. Harré and Van Langenhove (1999) , proposing a strategic version of the model especially suited for organizational communication and public relations.
In James' strategic version of the triangle, she operates with a 'public relations position' which is: "a point of intentional representation discursively constructed for the purposes of achieving an intended outcome, and from where possibilities for action are established or in some cases denied, in terms of the local moral order/s wherein the public relations activity is taking place. Positioning comprises the actions taken to achieve the position" (2014:19).
Harré and Van Langenhove's positioning triangle provides a frame of understanding in this study, and James' strategic use of the positioning triangle is a source of inspiration for pointing to future actions.
Results
In the following, examples from the interviews will be presented and analyzed through the lenses of positioning theory. In the context of a hospital ward with clear professional hierarchies, status is a powerful resource (see also Dutton et al., 2001 ). In the case of the hygiene coordinator, who is usually a nurse, the professional position of the nurse and the attached rights and duties seemingly set the basic framework for the practical communication of the hygiene-related tasks. However, the hygiene coordinator has to operate across the professional groups; and when addressing doctors, the expected distribution of rights and duties, and of practical tasks, is challenged.
Examples 1 and 2: Hygiene coordinator on reprimanding doctors:
• "It is especially difficult to reprimand doctors as they are seen as more powerful and competent than the nurses."
• "It can be difficult to tell a doctor 'you have to remember the apron.' It has to do with the distribution of power."
These quotes align with the basic insight from positioning theory that 'not everyone involved in a social episode has equal access to rights and duties to perform particular kinds of meaningful actions at that moment and with those people' (Harré, 2012:193) . Had the action of reprimanding been accepted by the doctors, it would have caused positional changes. The examples show the role conflict experienced by the hygiene coordinator. She has to reprimand in order to perform her function, but she is doing so from a disadvantageous position.
Example 3: Hygiene coordinator on communicating hand hygiene to doctors:
Asking people to clean their hands is a directive action, which suggests asymmetry between the speaker and the recipient. As reported in the following example, the coordinator recipient-designed her communication by 1. Accounting for her request, even before requesting, and 2. By deploying an account that is adjusted to the 'positivistic' thinking of doctors, and 3. By using politeness strategies ('would you', 'please').
• "… … it is very important to make them (the doctors) aware of these bacteria -they are more positivistic than we are -and that is why I put up little signs under the computers saying: 'You have this number of bacteria on your hands right now, so would you please clean your hands?'"
Examples 4 and 5: Hygiene coordinator on reprimanding colleagues (nursing staff):
This is another type of role conflict, namely between being the hygiene coordinator and a colleague. In order to perform her function, the coordinator needs to reprimand colleagues who do not obey the rules and procedures. The coordinator finds it extremely difficult to reprimand colleagues:
• "I have many concerns about being the hygiene coordinator. How can I reprimand? For example a colleague who has three rings on in the coffee room, and I know she will go to the hospital room in a while…it is difficult because they are colleagues and it will be personal."
The statement above regards symmetrical communication with colleagues. Also in this kind of situation, the action of reprimanding is difficult, due to the kind of directive action it is to reprimand. Again, by performing a reprimand, an asymmetry is suggested. The enactment implies a change of the involved positions, from symmetrical to asymmetrical.
The same problem, or role conflict, is expressed in the next extract. The hygiene coordinator does not want to act as a 'policeman' because it damages her relations with colleagues:
• "I don't want the police function -nobody wants that because we are also colleagues."
This opinion is in remarkable accordance with the instructions from the infection control organization, as expressed at the course for new coordinators. It is seemingly a dilemma not wanting the so-called 'police function', and at the same time participating in a work life where follow-ups have to be performed in order to make procedures work. The hygiene coordinators do not want a position as 'reprimanders', and they do not have the kind of authority to support such a position.
Examples 6 and 7: Hygiene coordinator on alternative communicative strategies:
In this extract, the coordinator explains the necessity of regulating colleagues' behavior regarding hygiene measures. But instead of framing the necessary action as 'reprimanding', she talks about 'selling' the Danish Quality Model. In this context, 'selling' involves a persuasive action -and the message is not 'sold' until acceptance from the recipient is achieved. Issue selling is a dialogical endeavor, and involves dialogical processes:
• "We are not policemen, but I would say you are naive if you believe you can run around smiling at people and they just feel happy about your doings. The function is not like that. It is about selling the Danish Quality Model in the daily chores."
The next extract reports an unsuccessful incident where the hygiene coordinators asked the nursing and cleaning personnel to clean the patient rooms every day, instead of every other day. The interviewee treats this incident as an unpleasant but instructive experience. Dictating is not an appropriate strategy -'selling' paves the way for change.
• "We came in and told them to clean the patient rooms every day. They were about to kill us. We didn't sell it -we dictated".
After this statement, the hygiene coordinator explains that the colleagues accepted the change after a dialogical process. Through persuasive efforts the hygiene coordinators "succeeded in linking the issue to the patient."
Example 8: Managing senior physician on the need for documentation:
The managing senior physician finds the area of hygiene insufficiently documented. He is skeptical about hygiene measures at the ward, and describes them as "often problematic" and not making sense:
• "To me hygiene is something where we have a good documentation that the hygiene measures we undertake do have an effect. And in my opinion, it is often problematic undertaking a lot of hygiene measures without having due documentation -from a clinical point of view, it does not always make sense. And we have had many discussions about it."
This extract reflects the resistance towards hygiene measures which, according to the hygiene coordinators and the hygiene nurses, is common among the professional group of doctors. The senior physician emphasizes the unreasonableness of cumbersome procedures of hygiene in a very busy work environment. This opinion also sheds light on why the hygiene coordinators find it difficult to communicate with doctors about hygiene. How can they for instance accept a reprimand if they do not accept the basic premise that hygiene measures are effective?
Example 9: Managing senior nurse on the hygiene issue:
The managing senior nurse is engaged in hygiene issues, e.g. the hygiene nurses contact her for planning of hygiene measures and related activities. She is supportive of hygiene initiatives, but finds it stressful to pay much attention to them, due to the immense administrative workload of her function.
• "It is so exciting, this issue of hygiene. But this week we work with treatment of wounds, we work with social capital, the personnel has to fill out their report in the employee satisfaction survey. We are working with seven million other things, right? There is a constant competition for our attention."
Example 10: Hygiene coordinator on the lack of support: It is difficult to motivate local management to engage in and prioritize hygiene in a busy environment. Furthermore, the managing senior physician has a skeptical attitude towards hygiene measures, as we have seen. Therefore, the coordinator feels she is left on her own to deal with very complex tasks, not getting the necessary support.
• "It is difficult to engage management."
• "Nobody asks how the project is going … nor does local management contact me asking how this or that is progressing, or ask staff themselves. It's just your project -it's delegated to Sonja, and then Sonja is in charge." • "Ooohh, I am so alone."
These conditions make the performance of the hygiene coordinator function difficult.
Findings from a meeting with the purpose of 'selling' new hygiene procedures
As we have seen, the interview data points to 'issue selling' as a communicative strategy for getting messages through and accepted. However, recorded data from meetings provides an insight into how the 'issue selling' is enacted in practice.
The meetings in question were 'morning meetings' for all groups of staff. Nevertheless, the participants were mainly nurses and aids. On these occasions, one of the hygiene coordinators presented new cleaning procedures, as preventive measures after the breakout of Clostridium difficile. As well the hygiene coordinator as the managing nurse knew they would be difficult meetings with significant resistance. So, the aim was to 'sell' new and cumbersome cleaning procedures.
In order to persuade, the coordinator deployed a series of recipient-designed communicative resources, e.g. she laid the ground for dialogue and involvement of the recipients; she presented information using narrative structure in order to 'replay' (Goffman, 1974:504) work practices, using direct speech; she positioned herself and her messages by referring to the relevant audits held by the hygiene nurses and decisions to the department management; she was very focused on explaining and accounting for the changes in a very practice-oriented manner; and finally she used other vivid forms of communication such as metaphors and slogans (Kjaerbeck and Petersen, 2013) .
Conclusions and practical implications
These results point to the difficulties of gaining acceptance of hygiene-related changes, especially when crossing boundaries of the professional hierarchy. They highlight the hygiene coordinator's central problem of positioning in relation to the doctors' group.
A major challenge experienced by the hygiene coordinator is the skepticism, and sometimes overt resistance, from the group of physicians. In this case, the managing senior physician expresses his skepticism towards hygiene measures very clearly. Such an attitude from a person in his position will inevitably influence the opinion and behavior of the personnel, primarily the doctors, and it affects the collaboration between the different professional groups.
Another role conflict was reported in relation to colleagues, i.e. nurses and aids. The coordinator feels it is her duty to reprimand colleagues if they disregard the hygiene procedures. And by reprimanding from a symmetrical position, she challenges the collegial symmetry. It is interesting that the coordinators reproduce the wording that they 'don't want to act as policemen'. However, this understanding does not solve their dilemma. On the contrary, it seems necessary to perform follow-ups in order to improve hygiene at the ward.
As a consequence of her authority problem, the coordinator intentionally positions herself by 'borrowing' authority from the department management and from the infection control organization, referring to management's decisions, audits, and recommendations. She engages in narrative, direct communication depicting typical situations and behavior from the relevant work processes in order to explain why the change is necessary, thereby persuading skeptical personnel and 'selling' the issue. Dutton et al. define issue selling as "the process by which individuals affect others' attention to and understanding of the events, developments, and trends that have implication for organizational performance" (2001:716). The coordinator uses her local knowledge in order to affect her colleagues' attention and understanding. This local knowledge and communicative competence make the coordinator an efficient change agent in situations with nursing staff and aids.
However, an interesting question is what can be done in order to improve communication on hygiene in the ward. The findings suggest an authority problem and call for a strategic positioning of the hygiene coordinator.
The expressed urgency for additional documentation in relation to hygiene measures at the ward is obviously an important area to pay attention to. Seen from the physicians' point of view, and in the light of change communication, understanding the reason for and purpose of the changes is crucial for staff's motivation, and consequently for the implementation of change. Paying more attention to documentation would, furthermore, empower the hygiene coordinator in her position.
A study by Dutton et al. shows that "connecting an issue to valued goals is associated with effective issue selling " (2001:723) . In the hospital context, the most valued goal is without doubt linked to the patient: Saving lives and improving patients' quality of life. Hygiene must be framed as a lifesaving endeavor, in accordance with reality, in order to be taken seriously. This change in approach needs be communicated from top management, from the hygiene committee (see Figure 1) , as a core message or storyline. This storyline strategy would pave the way for changes in practical enactment and positioning (see also James 2010 James , 2014 .
Furthermore, the study points to the importance of strengthening the communication between the departmental management and the hygiene coordinator. There is a need for intensified coordination and planning of hygiene-related tasks and strategies, and a need for support of the hygiene coordinator in practical actions, e.g. by opening and closing important meetings.
Finally, the necessity of following up and being able to perform reprimanding actions in motivating ways would suggest that more training and a strengthening of the coordinator's dialogic skills are needed.
Research limitations and future research
The research presented is based on a case study in a specific hospital ward, and in a Danish hospital context, and therefore the results may not be generalizable (Flyvbjerg, 2006) . However, additional interviews with hygiene coordinators from five different departments/hospitals confirm the findings of the presented study (Weinrich et al., 2014) . And the results have been presented and discussed with hospital staff on numerous occasions, and they clearly express their recognition of the presented dilemmas and challenges. Future research could extend the study of the relevant professional groups across other wards and other hospitals, in order to test the applicability of the findings. And the qualitative, explorative methods applied could even be supplemented with a survey in a triangulated research design. The findings of the study call for more research on how organizational culture and collaboration across professional boundaries can facilitate and improve hygiene at ward level, and how initiatives at ward level can be integrated with top management strategies for hygiene.
